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Preface \ 


No report can be complete. We decide to capture some aspects; we decide not to capture certain other aspects. 


This report has captured what has happened in the field. But ield i A 
shui pp . But what happened outside the field i.e. during the partnership is not described here. It is equally important 


One of the objectives of the project was to reduce Infant Mortality Rate. Our activities did not address all the causes of IMR. Neo-natal mortality was almost untouched 
which we know is so vital to reduce IMR. Moreover the diseases prevented by immunization do not contribute substantially to childhood mortality. Can we really 


reduce NNMR, IMR or childhood mortality without intervening when the mother is pregnant? There were several other sh ings i i 
cet : ortcomings in the design that 
in the beginning of the project to correct, but unfortunately we could not. 4 at we had hoped 


There are several limitations when you are implementing a project in partnership with an NGO that is co-implementer and also a funding agency. We had hoped to 
overcome the inadequacies during the implementation of the program. But we could not. 


Although, Sanchetana did not actually experience the “inadequacy” as we were also implementing Reproductive Health Program in the same constituency and so 
could take care of the shortcomings. 


Every relationship has moments of togetherness and separatedness, easy interaction and conflicts, agreements and disagreements. 


The fact that the relationship could not extend into ” Extension of the Project” betrays the nature of that relationship. But I would not like to go into the details of that we 
have learnt several invaluable lessons during these four years. We thank Counterpart International for financial support during the four years and giving opportunity 
to learn which otherwise we might not have. 


We are thankful to Dr. P K. Makwana and his team of doctors for responding so well during the partnership. 


Rini Balasaria has done enviable job of capturing the four years of functioning. To write such documents with consummate skill has now become her habit. Thanks 
Rini! 


The team of Sanchetana led in the field by Sandhya deserves to be complimented for all the challenging situations that they faced and overcame. Sandhya, how did you 
manage that intra and inter-team dynamics? Congrats Sandhya for managing all that (including me!). Indranil & Shashikant always wanted to design & print this 
document differently. They have done what they wanted to. Thanks Indranil & Shashikant. And lastly the community that we work with and particularly the CHTs were 
truly marvelous people. How do we express our gratitude to them except saying, “Salaam!” ? 


Dr. Hanif Lakdawala 
Director 
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Healthy Start 


If children have a healthy start in life, they are more likel 

: life, y to thrive and do well. By working directly wi 
(parents, children and the community at large) and the providers, we can ensure that basic neal marae 
and that adequate care is accessible to even the poorest communities. eS 


This document looks at a model in health partnership in a child survival program in Ahmedabad that has done precisel 
this. Started in September 2000 and appropriately called Jeevan Daan' (Gift Of Life), this was a pilot project oa i 
improve the lives of children below five years of age. The project filled the gap that existed between the community and 
the public health system to improve child survival in the slums of the city. Now, at the end of its tenure of four years, we 
can pac state that it has indeed enhanced demand, access and utilization of health services for children and 
mothers. 


This report is not about the number of children affected by 
childhood morbidities and how we saved them. It is about an 
experiment in public private partnership to provide a more 
effective service delivery mechanism that is people sensitive. It is 
about an organization working in the Ahmedabad slums for the 
past 20 years, finally deciding to partner with an International NGO 
'to learn newer things in the trade’ - the new relationship that it 
fostered with its funder and co-implementer as well as the city 
corporation. It is about a team that is known for its Human Rights 
approach and activist stand, and yet trying out a ‘formal’ 
collaboration with the Ahmedabad Municipal Corporation's Health 
Department. We would like to acknowledge, the work of the 
corporation which is forever under the lens, to have fully 
participated and surpassed our expectations for supporting the 
team. They were not just the imposing ‘Sardar Bhavan, but a 
humane health team. 
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The present compilation could only come at the = This Child Survival Project has demonstrated a 
end of the project life, as we introspect. All three unique and creative way of affecting change. 
agencies have had distinct styles of 


implementation, management and leadership. In It is built on existing resources. 
the end, that it has benefited the poor as the mid- 

term and end-term evaluation results reflect, was It promoted and reinforced traditional values of 
the objective of the exercise. social support. Each local leader essentially saw 


each child from the eyes of a ‘mother’. Thus the 
sense of urgency for all children ‘down her alley’. 


The project used culturally acceptable methods 
to convey messages such as songs, drama, 
puppetry and local festivals along with the 
advantages that technological advancement 
permits such as documentaries on CDs, video 
shows, use of cable TV for wider outreach etc. 


It has been able to create a critical mass of 
volunteers in each slum for community-wide 
behaviour change. Members of the Community 
Health Teams are actually preparing to extend 
their responsibilities beyond what was initially 
envisaged. 


The project targeted a realistic number of units 
which was do-able for the team, backed by 
rigorous supervision and monitoring. 


Community-driven health interventions such 
as ours, are pro-poor and follow a bottom up 
approach representing the true needs of the 
people. Through the Jeevan Daan Child 
Survival project, our efforts have gone beyond 
the 4 areas of intervention that the project 
conceived. We attempted to bring about 
behavioural change leading to better 
child feeding habits, seeking prompt 
health care for children's disease and 
better home management of illnesses. 
Apart from the program requirements, we also 
worked towards more equitable intra- 
household food distribution for girls and 
women, better self-feeding behaviour for 
pregnant girls and women, prompter health 
care during antenatal and postnatal periods 
etc. In other words, by introducing a gender 
perspective to the project, we moved the points 
of interventions a few steps earlier and 
addressed the causative factors. Afterall, 
discrimination and ill health both begin before 
the child is born. 


Here is our story of the alliance. 
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Haut. ic Health: Flavouring it with the Human Rights Perspective 


“will design and implement a number of activities that empower communities to promote health and 
equity because communities with increasing technical knowledge of Child Survival, as well as a greater 
knowledge of their rights, are more effective in demanding and using quality services. 


Midterm Evaluation Report, 2003, Child Survival Program 


Beginning with the 1984 Universal Declaration of Human Rights, the world has recognized the need to 
address fundamental issues of food, health care, and shelter as rights to which every world citizen is entitled. 
In 1979, the United Nations General Assembly convened a committee to draft a new international treaty on 
the rights of the child. In 1989, the General Assembly adopted the Convention of the Rights of the Child (CRO), 
which strengthened former human rights declarations with regard to children’s rights. Whether directly, or 
indirectly, these international agreements consistently call for the assurance of children’s survival, especially 
through their good nutrition. 


The /nternational Covenant on Economic, Social and Cultural Rights, in article 12, calls for recognition of “the 
right of everyone to the enjoyment of the highest attainable standard of physical and mental health”. 


The Child Survival Program, like the rest of our interventions, 
adopted a participatory approach to development with a ‘bottom up' 
approach to program design. Activities had been built around the 
expressed needs of the people themselves. Adopting a human 
rights approach for child survival and nutrition involved a 
fundamental shift from a public health, problem-oriented method 
(that the public system adopts) to a people-centred, rights 
perspective. In the former, the approach examines a given problem 
through the discipline of epidemiology, and then seeks to address 
different aspects of this problem with health-based solutions. In 
contrast, the human rights approach gives attention to 
fundamental, underlying causes of problems of health and 


nutrition as pivotal to development. We know that this is what has 
added value to the program. 
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Iatroduction 


Meet the players 


It has been for the first time that Sanchetana is in 
partnership with another organization, an 
International NGO called Counterpart 
International, Inc, headquartered in Washington 
DC. They funded this 4 year project (2000-2004) 
along with being co-implementers. The Ahmedabad 
establishment is their first country office in India. 


It was also for the first time that Sanchetana 
collaborated with the local municipal corporation as 
public health providers. It is they who look after the 
city's health and medical services. Ahmedabad 
Municipal Corporation provides health care in the 
form of preventive and promotive services, curative 
services, medical education and other services like 
registration of births and deaths. The Jeevan Daan 
program was implemented in 6 municipal wards. 
There are Municipal Dispensaries, Maternity Homes 
and Family Welfare Centres in the project areas. 


Sanchetana is a local NGO, working in the area of 
Reproductive, Adolescent and Child Health, Women's 
Rights, Human Rights and Communal Harmony. We 
work in the slum pockets of the city, to collectively 
and individually organize the poor to become their 
own change makers. Presently, the Health Program is 
working intensively across 8 slums. We have a 
comprehensive approach towards development, 
each program thus feeding into the other. This has 
helped us during intervention into newer areas, 
trying out different methods of outreach with greater 
learning through sharing. In keeping with our 
experimental disposition, Sanchetana joined the 
partnership to reinforce an old component of our 
program that had started to get overshadowed by the 
concerns for the mother. How could we ignore our 


Unique features of ‘Jeevan Daan’ 


The partnership 


Like in all our other programs, our approach to 
the child survival program has been to work 
with the existing system and strengthening 
them rather than creating a parallel health 
delivery system. And as indicated in the 
Midterm Review 2003,”.....it is critical to the 
success of the program to have a mutually 
meaningful partnership with public providers 
and health delivery structures”. The attempt 
has been to focus on solutions rather than 
criticism. 


The Detailed Implementation Plan was written 
in consultation and participation with AMC and 
us. 


Linkages as part of the design 


Quality maintenance, from the supply chain all 
the way to Clinical practice and techniques, 
formed one of the focuses of the team and the 
community leaders. Similarly, regularity and 
Promptness in service, attitude of health 
personnel, responsiveness during epidemics 
and emergency were also observed. On the other 
hand, the health delivery system kept track of 
change in the number of patients, type of 
patients, number of referral chits that they 
received. This way, we acted as watchdogs to 
each other. The linkages in the project were 
designed to form a self- regulatory system, 
where each stakeholder puts checks and 
balances on the other's performance. 


BCC intervention F ogy 
For a long time now, varied methods of outreach have been used by Sanchetana in our health programs. 


The Child Survival Program used the BEHAVE framework for behaviour change communication 
planning. A comprehensive and innovative multimedia strategy inspired by INFOTAINMANT, was 
developed and implemented utilizing print media, posters, leaflets, traditional folk art (kites, Bhawai) 
and community based street theater. This turned out to be a big hit among the people, resulting in 
quick rapport building and kept them interested in our work and concerns. The program also 
implemented ‘Hearth ' for nutritional rehabilitation and promotion ona pilot basis. The BCC component 
has been crucial in increased coverage of most Key indicators, despite the earthquake (2001) and 
recent riots (2002). To assess the progress of the program, a Rapid Impact Assessment was conducted 
in 2002 and compared with the Baseline KPC data of 2001. 


Sustainability 


This Child Survival Project trained women to take 
on the lead role in community level health 
education and promotion of corresponding 
changes in health behaviour. Specifically, the 
project chose women who had credibility in the 
community and possessed leadership qualities. 
The empowerment of the CHTs was accomplished 
through a deliberate and sequenced program of 
training. They manifest the deep-rocted sense of 
voluntarism that has been a part of the culture of 
India. We, at Sanchetana have been witness to 
this extraordinary effort by women where they 
have worked to help others, without the 
motivation and expectation of any monetary 
gains. 


In the spirit of Volunteerism 


Sanchetana has already trained about 200 women 
volunteers in the community. These volunteers 
ot ces! are women leaders of host communities 

5 ora ihe who can initiate action and mobilize people of 
cue a basic Raabe _ their neighbourhoods. They help the Community 
crn cn Toe Health Workers to raise awareness about health 
ag Live: and social issues and also gather information 
about morbidities in their neighbourhood. Since 

papa lre a, they frequent the public health facility along with 
meimplace a tha other women, they tend to build rapport 
with the health personnel and also at the 
municipal corporation. We have observed 
that regular trainings have helped them to feel 
more empowered and assertive. Many of our 
volunteers have now been inducted as Link 
Workers in the Reproductive and Child Health 


Program II of the government (world bank 
sponsored). 


well 
By working directly wil 


Initially called ‘Community Health Team' members, 
they envisaged a larger role for themselves 
by responding to the many needs of the 
slum. They work as community health educators, 
and train others, leaving behind a cadre of skilled 
workers for health promotion. Our CDVs monitor 
patient satisfaction, organize health events and 
collect relevant data. They will create a sense of 
accountability on the part of the AMC health 
providers to the communities they serve. All this in 
the spirit of true volunteerism. 


Comprehensive Approach in our 
program 


Different programs of the organization work in 
overlapping areas (Reproductive, Adolescent, Child 
health and Social Harmony/ Peace). Their integrated 
efforts seem to have a much stronger and lasting 
effect on the beneficiaries. It has added to our 
credibility as we work with local leaders, 
community-based organizations, youth groups and 
different stakeholders in the same area. Over time, 
the community receives input from various 
Programs, making it a truly comprehensive 
health ‘package’. Since the entire team is 
extensively trained on determinants of health and 
social issues, each member of the team is capable of 
contributing to this comprehensive nature. It has 
also helped us to intervene in newer areas as 
credibility and sincerity of the team Spreads by word 
of mouth. On their part, the community watches and 
monitors our work, irrespective of the program! 
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Saving lives, Protecting health 


A major cause of death among children below five 
years of age in the slums has been poor neonatal 
care and pre-mature birth, diarrhea, pneumonia 
and tetanus. Sadly, most of these are easily 
preventable. Many children do not survive 
because affordable, effective, lifesaving 
interventions do not reach them. Despite being 
located amidst health facilities that are set up to 
cater to the needs of the poor, their limited access 
to health care contributes to their poor health 
status, along with factors such as low birth 
weight, malnutrition and repeated infections 
(UNICEF 1997). 


While the Infant Mortality Rate (IMR) of 
Ahmedabad is 85.1, it has been estimated to be 
substantially higher for the targeted urban slums 
(the project area) at 123 ( DIP, Counterpart, 2001). 
The baseline survey for the program revealed an 
urgent need to increase family level protective 
behaviors (preventive and curative) and improve 
Caregivers childcare practices, besides 
increased access to health facilities. 


This survey, which followed the KPC method 
(Knowledge, Practice and Coverage) for baseline 
Surveys, provided figures and helped to quantify 
some common child care practices that we as a 
community development organization had been 
aware of. Thus, in the pre- intervention scenario, 
itrevealed that only 18% of children with diarrhea 
were given some form of Oral Rehydration 
Therapy, 41% children were exclusively breastfed 
for the first five months while only 18% children 
were immediately breastfed during the first hour 
after delivery. As Many as 21% children under 5 
were moderately and severely malnourished and 


an additional 31% were at risk of malnutrition. Most 
mothers could not identify danger signs of 
dehydration, pneumonia and persistent diarrhea or 
identify when a child required medical treatment. On 
checking vaccination cards, only 29% children (with 
cards) in the survey between 12 to 23 months of age 
were fully vaccinated during their first year of life. 


The baseline survey also included a Health Facility 
Assessment that examined the service provider's 
efficacy and utility. It looked at how they handled 
cases and how well equipped they are. The exercise 
revealed that not all sick-children that reached them 
were examined for all general danger signs that 
required immediate medical attention. It was clear 
that there is a need to train and improve case 
management at the health facilities in the urban slum 
areas. Facilities often have erratic schedules that do 
not accommodate mothers. The survey indicated that 
though 76.5% health facilities had a working 
refrigerator, only 64% had a working thermometer 
inside. 88% facilities had ice packs, 70% had OPV, DPT, 
and measles vaccines and 47.1% had BCG vaccines. 


From our experience in the field, we have observed 
health personnel lacking motivation. On the other 
hand, sometimes they are overburdened with 
campaigns such as polio eradication or family 
planning. At the delivery level, power supply and 
maintenance of certain facilities are undependable. 
Constant migration and shifting population 
complicates immunization tracking. Poor working 
women of the unorganized sector have less time for 
childcare, often leaving children in the care of their 
older siblings. Their work schedules often conflict 
with immunization schedules or for a prompt visit to 
the health centre to address an ailment. 
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Last 20 years 
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| Often called activist and radical, Sanchetana has 
3 Sa _ been working with poor slum communities of the city 

; to enable them to use their own resources for 
improving public health and development. Our initial 
work started with a small health clinic, but our goal 
soon broadened to encompass many related issues | . 
that otherwise compelled the poor to remain trapped 
in the cycle of poverty. We were the first to begin 
‘Women's Clinics’ for curative care. These have also 
acted as a base for our outreach activities, research 
work, counseling, training and information 
dissemination towards people's empowerment. 


Our strategy in the RCH program (now known as the Reproductive Health Program) has been to train 
Community Health Workers or CHWs who are local slum women. These women act as role models, interact 
with the community to change their health seeking behaviour and improve the people's health status As 
part of the trickle down process, the team helps to raise awareness and build capacity to recognize 
exploitation and subjugation not only in health but also in other spheres of life. There have been many 
interesting, varied and inclusive methods of going about this, where the target audience is not just treated 
as a passive recipient but rather, as an active participant. We have learnt as much from them, as we have 


given to them in terms of home visits ace 
Palehestions. , group meetings, health exhibitions, street plays, campaigns and 


The H 
(a forms the base for all Sanchetana's current activities, be it the Women's Program or 
ommunal Harmony. The community based health promotion now has 3 components- 


Reproductive Health, Adoles 
cent Health and the Child Survival Progr 
pockets across 5 municipal wards, covering 14,612 households. sii 
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Developed by Sanchetana 


Child Survival - Reaching every child now 


With the Child Survival Program, we have been able to refocus 
on the health of the child. When Sanchetana began work in 
1982, the focus of the Community Health Program was 
children. However, during the course of our work, we realized 
that it was the women who were the most oppressed. Unless 
we empowered her- the mother (and primary care taker in the 
house), we would be missing an important link to the overall 
well being and development of the community. Thus, our 
emphasis was on the woman, though with a lifecycle approach. 
Lately with the emergence of local women leaders trained to 
address women's questions and with our increased 
preparedness, the Jeevan Daan project made a timely entry in 
the life of the organization. The project has helped us to 
balance our concerns for the most vulnerable sections of the 
community, women (addressed by the RH and AH programs) 
and children (the Child Survival Program). 


Project goals 


To substantially reduce the high rate 
of mortality in children under 5 years 
of age, in the slum of the 6 municipal 
wards of Ahmedabad through 
improved caretaker practices and 
increased access to quality care. 


To replicate this model of working. 


Project Objectives 


To increase the immunization of children 
and women, control of diarrheal disease, 
pneumonia case management and 
nutrition and breastfeeding. 


Broadly, 


To reduce child mortality and 
morbidity by- 
-Improving the preventive and 
care-seeking behaviour of mothers 
in the project area 


-Improving the quality of care and 
sustain improvements in the 
health system 


Strengthening the Capacity of 
Counterpart, Sanchetana and AMC to 
plan implement and evaluate child 
survival programs 


Strategy 


Project Areas 


The focus of the team members was to increase community 
support for program activities to help ensure the 
sustainability of the intervention and to catalyze behavioural 
change in a sustainable manner. 


The health education and campaigns focussed on 


> Increasing awareness and linkages to high quality 
services 


** Provision of essential health information 


>~ Fostering of skills to articulate needs and rights 


* a, , “ Bs 


The project's main strategy was to promote healthy behaviour 
in mothers and other caregivers in the home by increasing 
their access to information and services. We, along with 
Counterpart, our co-implementors undertook community 
mobilization activities by training our project health teams as 
well as the volunteers from the community. We educated the 
beneficiaries / primary caretakers through health education, 
home visits, group meetings and campaigns. Thus, a trickle 
down effect of health messages to change health behaviour of 
primary care givers took place. On the other hand, we also 
collaborated with the public health service provider (MOH/ 
AMC) to ensure maximum impact through access, quality 
care and availability of supplies, to meet the increased 
demand that the mobilization would generate from the 


community. 


This public private partnership 1s thus built on the strengths 
tanch atthe etakeholder's. 


It was based in 6 municipal wards of Ahmedabad city: Rai 

y: Raikhad, Jamalpur, Dudheshwar 
Dariyapur, Behrampura and Danilimda. The total population of the project area : 
4,83,130 people with 1,412,549 beneficiaries (59,333 children under 5 years and 53,216 
women of reproductive age). ; 


Target areas had been mutually divided between Counterpart and Sanchetana, our 
intervention areas being slum communities of old acquaintance and our partners in the 
on-going struggle for social justice and health rights. Host communities of these areas 
have already been participating in Sanchetana's Reproductive Health Program and/ or 
Adolescent Health Program operating in the areas. Thus, we had a health centre or a 
base that acted as anodal point in the slum. 


Our Child Survival team worked with 8000 families across 2 wards, 20% of whom may be 
roughly estimated to be direct beneficiaries. Each slum has diverse characteristics and 
their own peculiarities. Slum dwellers put up with negligible basic infra structure like 
roads, public taps, toilets and electricity connections. Most houses are semi- pacca or 
kachcha and inhabited by poor people working in the unorganized sector as factory 
workers, tailors, cobblers, rickshaw drivers, tea stall owners, small time traders etc. As 
is the case with our other programs, the slums comprised of mixed communities of 
Hindus and Muslims. 


The nearest health facility is within aradius of 2 kms, including the Behrampura Referral 
Hospital, Infectious Disease Hospital and the Raikhad Family Welfare Centre. The AMC 
run VS Hospital, a higher order referral, is 5 kms away. There are a number of private 
practitioners in the area mostly AMPs, besides the many quacks. Ironically, an 
abundance of health facilities and yet an alarming Infant Mortality Rate! 
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To achieve its objective, a public private 
partnership was the basis of the project design. 
Program interventions were carried out by the 
implementing agencies of the project, 
Counterpart and Sanchetana, by training their 
staff for community mobilization and 
development of BCC strategies. Jointly, they 
promoted the adoption of healthy behaviours 
among mothers and caregivers in the home by 
increasing their access to information and 
services. The two organizations also trained local 
service providers to communicate messages, 
which was reinforced through mass media and 
other channels. 


Thus, the focus of the project was on community 
based health education initiatives to improve 
caregiver knowledge and practices, home case 
management, and access to quality service. 


The program is thus built on the strengths of the 
local health system, the abundance of human 


resources and the existing tradition of community 
development. 


Understanding the tripartite 


Oo 


This Child Survival model of health development has 
a double-sided approach that looks at the provider as 
well as the user's perspective. It is a three party 
collaboration - 2 who are implementers (Sanchetana 
and Counterpart, both NGOs) and 1 is the public 
health provider (MOH, AMC). The Ahmedabad 
Municipal Corporation, the local institution of self- 
governance for the Ahmedabad city, is responsible 
for the provision of health and hygiene services. 
Among these three stakeholders and with the target 
community, there is a relationship of give and take to 
ultimately meet the goals of the project. 


The Tripartite in Child Survival Project 


(A Public-Private Partnership in Health Development) 


Sanchetana 


(Implementing partner) 


Technical Assistance Mobilize, organize people 
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Community 
Health Team 
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Health Services 
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Technical Advisory Committee 


Technical Advisory Committee 


A peer review committee was formed to provide on going technical feedback to the project. Called 
Technical Advisory Committee (TAC), it reviewed the progress of the project, received updates on 
planned activities, and provided input on implementation issues. (Consisted of local representatives 
from UNICEF, Director of Gujarat Institute of Development and Research, Professor, Indian Institute 


Our Roles and Responsibilities 


As part of the tripartite, Sanchetana was 
involved in designing and implementing the 
Behavioural Change and Communication (BCC) 
component. The Detailed Implementation Plan 
called DIP in short, was also prepared with the 
active involvement of the 3 partners. Many 
innovative methods to reach out to the people 
are mentioned in the DIP, a well-researched 
and explicit plan for implementation. Our team 
assisted in the participatory survey process 
during the baseline KPC and Health Facility 
Assessment survey, besides the midterm and 
final evaluations. 


As the local implementing partner, Sanchetana 
developed effective linkages with AMC health 
facilities for ensuring services for sick children 
and formed Community Health Teams in the 
slums to ensure sustainability. We have 
assisted AMC to plan, conduct and coordinate 
National Immunization Days and in increasing 
the coverage and quality of immunization 
services. We have also helped to improve 
caregiver acceptance and motivated health 
workers to reduce missed opportunities for 
vaccinations. 


of Management, AMC Medical Health Officer, and representatives from local general hospitals.) cee 
As multi agencies were working together, a Program Coordination Committee was ‘The Child Survival Program 00 


also formed to review progress, adjust work plan to changing needs and 
opportunities and approve training plans. 


19 


Why we were chosen to partner with Counterpart International 


“ Sanchetana has over 18 years experience implementing public health and other social service 
programs in the urban slum area. Sanchetana was selected based on their expertise, the strong 
support of community leaders and other NGOs, and their widespread acceptability in the 
community. Sanchetana has an established rapport with the government, USAID, the AMC, and 


the slum communities.” 
Jeevan Daan Detailed Implementation Plan, Counterpart International, Inc, 2001. 


“Sanchetana is a community based development organization which is working in poor urban 
communities of Ahmedabad, to enable communities to use their own resources for improving 
public health and development.” 


“Using Counterpart’s NGO assessment tool they were chosen out of eight NGOs. In addition to 
the findings of the capacity assessments, other factors in the selection process included the 
community’s response and management style of the NGO. It is a non-sectarian local NGO 
working in the area of health, RCH, gender violence, adult education and the establishment of 
community pharmacies.” 


Midterm Evaluation Report, July 6-15, 2003, Counterpart International. 
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Interventions: 
of strength 


The Child Survival Program 


An experiment in public 
private partnership to provide 
a more effective service 
delivery mechanism that is 
people sensitive — 


Jeevan Daan - Gift of Life 


If children have a healthy 
start in life, they are more 
to thrive and do well 

By working directly with the = a 
and the providers, we can Au 
ensure that basic health began 
are in place and that adequate 
care is accessible ; 
to even the poorest communities 


Saving Lives, Protecting Health 
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Total number of children 
targeted in the project 
(0-59 months)= 59,333 
Total number of women 
in the reproductive 

age group= 53,216 
Estimated 

beneficiaries = 112,549 
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the Four pillars of strength 


A Situation Analysis with the help of KPC and HFA helped to identify the 4 intervention areas: 


Pneumonia Case Management to reduce pneumonia-associated mortality through improved care- 
seeking behaviour, including early recognition of danger signs by caregivers, and increased access to 
quality care and (Standard Case Management) at health facilities. 


Control of Diarrheal disease to reduce diarrhea-associated morbidity and mortality through prompt and 
appropriate case management, adequate access to households to SCM, and improved caregiver behaviour 
in the household. 


Nutrition to reduce malnutrition and diarrhea-associated mortality by improved breastfeeding and infant 
feeding practices and pilot community-based Hearths. 


Immunization of children in the targeted urban slums less than one year of age, and improved tetanus 
toxoid coverage for pregnant women. ) 


1. Pneumonia Case Management 


Pneumonia has been the biggest cause of child mortality in the project site. The Pneumonia case 
management intervention was designed to reduce pneumonia-associated mortality through 


ku -* Improved case management by service providers 
7 through refresher training 


> Improved access to antibiotics through 


AMC Dispensaries, family welfare centres, general 
hospitals etc 


* Improved caregiver practices through early 


detection, recognition and compliance with quality 
treatment. 


Initiatives drama campaigns, traditio 
promote exclusive breastfeeding asa 


preventive measure. 


Referral system through Referral Chits 


The referral chits have been a great hit since its inception in 2002. Durin 
Counterpart and Sanchetana, we suggested the use of these chits for immediate treatment, particularly for emergenc 

cases. We have been using similar chits in the Reproductive Health Program. We observed that it provided a vata 
amount of motivation and confidence among the beneficiaries that they would be attended to promptly and politely at 
the health centre. The health facility staff is aware of the purpose of the chits, which carry only general information, not 


the medical diagnosis. Till last year, a total of 450 patients had been referred for various health-related problems of 
various age groups. 


g one of the joint monthly meetings between 


The key messages that were disseminated for Pneumonia in the community were: 

** Need for immediate treatment of children demonstrating danger signs of Pneumonia. 

*« Improved home treatment, compliance to referral, taking full course of antibiotics. 

*« Simple methods of counting breaths and determining whether the child has rapid breathing. 
*« Looking for chest in-drawing when the child breathes in. 

*« Exclusive breastfeeding as a preventive measure. 


2. Control of Diarrheal Disease 


Slums lack basic sanitation infrastructure and this gives rise to many illnesses. Since the scope of the Child Survival 
Program does not ensure the provision of better infrastructure, it supported the adoption of household level 
behaviours, which optimized what facilities do exist. It also ensured that AMC medical and para-medical staff were 
trained to establish and operate Oral Rehydration Therapy corners, supported simple household hygiene behaviours 
and methods for their improvement, and counselled the use of ORT for the control of the disease. The team, on its part 
worked to extend the outreach of AMC health facilities in the distribution of ORS packets, and to increase demand of 
the ‘wonder drink’ at the facilities. During its interaction with the community, the team helped to educate mothers and 
caregivers of children especially below 2 years, on the correct preparation of the ORS solution. 
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Private practitioners working in the host communties were encouraged to stock ORS, Re? a8 
appropriate remedies rather than the irrational use of antibiotics and antidiarrheal drugs t at often 
contribute to delay care. Street vendors were trained in hygiene, proper food handling, contamination 
prevention, dish washing etc. We approached local schools and educated students on the risk of eating 


unhygienic food outside. 


Multi-level BCC activities by the program were targeted towards improving recognition of specific danger 
signs and improving household hygiene behaviours for diarrhea reduction. It was to reach audiences at the 
individual, household, community and health systems level. The key practices addressed were: 


*« Exclusive breastfeeding up to 6 months to prevent diarrhea 


*~ Continuing and increasing breastfeeding and feeding for child 
with diarrhea, regardless of the season 


>~ Bloody and persistent diarrhea should be treated immediately 
at the health facility, check for signs of dehydration 


** Effective hand washing using proper technique at critical times 
Safe disposal of human feces 

** Protection of food and water from fecal contamination 

** Proper storage and techniques for purification of drinking water 


3. Nutrition and Breastfeeding Promotion 


One in 5 children under two years of age (20%) suffered from 
either moderate or severe malnutrition in the target population 
(KPC 2001). The baseline survey also revealed that children, 
particularly below 5 months, did not consume a balanced meal 
containing the required micronutrients and nutrition. 


The program design encouraged the integration of our inputs 
with the existing ICDS activities. The AMC health personnel 
(ANMs and AWWs) joined us in the distribution of Vitamin A, Iron 
and Folic tablets, deworming tablets (mebendazole and 


albendazole), and participated in the training of growth 
monitoring and counseling. 


For malnourished children, the program piloted a series of 
Hearth’ sessions for nutritional rehabilitation. These were set 
up ina few selected neighborhoods. About Hearth - 


* Inspires the caregiver by behaviours practiced among 
neighbors with health children. ‘Volunteer mothers' identify 
practices that work. 


* 14 days of attendance for rehabilitation, rather than periodic. 
This would help the child to attain catch-up growth or adequate 
weight gain through the 2 week additional supplement of high 
calorie, high protein extra meal ona daily basis. 


** Food is contributed by the participants. Cooking and feeding 
are done together by all the participants at the site of Hearth, 
under the watchful eyes of the CHTs and team members. 


A base at the Health facility 


The Child Survival team was provided a base at one of the local 
health facilities for easy coordination with the vaccinators and 
other members of the health staff. This went a long way in rapport 
building and towards a feeling of inclusion in whatever the team 
did. A wonderful synergic relation emerged. A lot of the BCC 
material was stored there, and relevant displays were put up in 
the OPD section. They counseled many women about feeding and 
caring habits for children in the OPDs of the nearby health 
facilities. This helped to mobilize the people further and 
encouraged the health staff as health information was reinforced 
by the team. They felt an ease to discuss and clarify issues that 
remained a question in their minds. 


Key messages addressed to fight malnutrition were: 


** Benefits of breastfeeding to mother and family, benefits of colostrum. 
°K Initiate breastfeeding immediately post-partum and exclusively till 6 month 
** Appropriate complementary foods, quantity and timing of feeding. 


> Adequate intake of vitamin A 


> Adequate intake of iron with micronutrients to prevent anemia 


** Adequate measures for deworming 
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4. Immunization | | 
The government's Expanded Program on Immunization covers tuberculosis, diphtheria, dine 
tetanus, poliomyelitis and measles. The program aims to provide free vaccination deep e = 
eligible children. However, our data revealed that many children failed to complete t e full series 
vaccinations. Often, mothers are unaware of the venue and timing of vaccination when immunization 
teams visit the community. We wanted to boost immunization coverage and had a multi-pronged approach, 
working at the community level for increase awareness and at the provider's level for better access and 
quality of care. 


We, along with the Counterpart team assisted the AMC in planning efforts to identify high risk areas, plan 


outreach services, improve vaccine forecasting, improve understanding of caregiver acceptance of 
vaccination and health worker motivation, and reduce missed opportunities for vaccinations. 


Registration and Reminder systems 


Children less than 5 years of age were registered by the respective team members in all our intervention 
areas. We then reminded mothers of children less than 2 years and pregnant women to complete 
vaccination. Community Health Team members were also informed in advance to follow up beneficiaries 
with due dates for their shots. Vaccination cards were issued to those who did not have one, to track 
immunization status. This simple method helped the beneficiaries to approach the vaccinators more 
confidently. The Rapid Impact Assessment done in Oct 2002 showed a remarkable improvement in 
immunization levels from 39% (Jan 2001) to 54% coverage a year later. 


Catch-Up days 


Vaccinators had begun to penetrate the slum areas, 
due to the efforts of the team and the volunteers. 
Catch-up camps were often held at the homes of CHT 
members whose work has been appreciated due to 
the large turnout of beneficiaries. This mobilization 
of the community for accessing facilities has created 
an expectation of the providers. If, by any chance, 
they do not show up, the CHTs along with team 
members demand a reason. It is a matter of Tight’, 
you know. 'Catch up days’ has been effective to 
negate the missed days during the carnage of 2002. 


ete haere 


Key messages on Immunization designed for the 
community were: 


*s Children under one year of age should be fully immunized 
** Measles vaccine should be given to children at the 9" month 


*« Caregivers should participate in National Immunization 
Days, Polio Eradication Drives, catch-up days and other events 


*« Expectant mothers should take TT vaccine during pregnancy 
** Safeguarding the immunization card at a protected place 

** Improved convenience of vaccination services 

* Cultural/religious acceptability of measles vaccination 


*« Returning to complete the full course of immunizations. 


Making the right beginning 
In the community 


Our team started by doing a census count of children less than 5 years of age and 
their mothers in the slum of Allahnagar, Behrampura. We had last implemented 
the Reproductive and Child Health Program here about 4 years back. Since the 
team comprised of new members, this exercise of familiarization with the target 
area was strategic, though not a part of the DIP protocol. " The initial survey was 
important. We took the opportunity to build rapport with the host community, 
identify prospective beneficiaries and also identify health volunteers for the 
community health teams", said a community organizer. 


The entire Child Survival Team (Sanchetana and Counterpart) together 
conducted the Knowledge, Practice and Coverage (KPC) survey in January 2004, 
along with Focus Group Discussions and Health Facility Assessment. Focus 
Group Discussions with 100 primary care takers (mothers and mothers in law) 
and elderly women as a start up exercise provided an ideal platform for the 
community to highlight their needs and concerns and to talk about their beliefs, 
practices and health behaviours. Nearly 60% participants had a meager monthly 
income of less than Rs.1000. Sanchetana conducted 6 FGDs in our areas of 
operation and also lead the discussions in another 4 of the Jeevan Daan areas. 
These helped to complement the quantitative results of the KPC and HFA 
surveys. In an exercise of social mapping, each target slum was mapped house 
by house. Feedback of baseline surveys and group discussions were shared with 
community members to diagnose the cause of child mortality and morbidity. 


The KPC questionnaire developed for the survey were based on the generic KPG 
9000+ and Rapid CATCH questions that were subsequently modified by 
Counterpart and us. In this, 303 mothers of children under 24 months of age were 
selected using a 30 cluster sampling methodology, and interviewed. 
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Caregiver’s story 


The Health Facilities Assessment (HFA) was done, to 
understand the case management by health workers 
in the public health facilities, run by AMC. We 
observed availability of equipment, supplies of 
essential medications and services, and knowledge 
and practices of caregivers. The HFA was conducted 
in 19 facilities across 14 wards of Anmedabad. AMC 
openly discussed with the team their existing health 
delivery and data monitoring system, list of drugs 
that are required to be present at each facility. All 
three General Hospitals of the city were assessed in 
the HFA survey, since slum dwellers are referred to 
these primary facilities for specialized care. Four 
data collection tools were used for the HFA - 
Observation checklist (for health worker 
observation), Exit interview of the caregiver, Health 
Worker interview and an equipment and Supplies 
checklist. 


“Although the regular stethoscope was available in all the facilities, only 47.1% of the facilities had an 
obstetric stethoscope and only 29.4% had an otoscope.” 


Detailed Implementation Plan, Counterpart International, 2001 


In order to evaluate the program impact based on the proposed indicators, a Midterm KPC survey was 
conducted in June 2003. With a few modifications, this was largely based on the earlier KPC questionnaire. 


Reporting Systems 


nae eee to house data was collected on various issues while on daily home visits, BCC activities, 
see oe oe CHT meetings, a systematic information format had been designed to facilitate 
ee porting. Ihere are household visit checklist, monthly community based activities, health 

y checklist which have been pre-tested and activated. Monthly reports are discussed at PCC 


meetings where the 3 implementers 
Be p come together to discuss the strengths and opportunities of the 
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The Child Survival Program 


An experiment in public 
private partnership to provide 
a more effective service 
delivery mechanism that is 
people sensitive 


Jeevan Daan - Gift of Life 


If children have a healthy 

start in life, they are more likely 
to thrive and do well 

By working directly with the users 
and the providers, we can 3 
ensure that basic health programs 
are in place and that adequate 
care is accessible 

to even the poorest communities 


Saving Lives, Protecting Health 


\f children have a healthy 

start in life, they are more likely 
to thrive and do well 

By working directly with the users 
and the providers, we can 

ensure that basic health programs 
in place and that adequate 

re is accessible 

~ to even the poorest communities 
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out to people 


One of the most interesting aspects of this child-related program has been the detailed planning that has 


gone into every aspect of the project, and particularly the BCC component. The DIP mentions “BCC material 


will be developed on key health messages and health behaviours. The material will be pre-tested for 


cultural appropriateness and their design will incorporate community feedback Seed Local customs and 
practices such as Bhavai, Garba, Mela (exhibitions), Henna decorating, Kite making and Toran Wall Hanging 


will be used to impart health messages’. 
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The outreach method being the most 
visible part of the program, there was 
never a shortage of excitement and 
enthusiasm, both within the team and 
in the community. In the process, the 
team built its own resources while 
developing and planning events for 
the BCC. The team used posters, flip 
books, health education booklet, 
P . puppets, games as aides in the 
a ; = community. The content was jointly 
We: ai: — —_ f laid out by the core team of 
an 3 ho m4 » Sanchetana and Counterpart. 
The program used a combination of traditional media with modern mass media for behaviour change 
communication- probably one of the most innovative approaches of the program. It was a two way learning 


process for other health and allied programs of the organization as well as the child survival team 
benefiting from our earlier experiences. 


Aiding change 


The BCC strategy have been designed to address cultural barriers that otherwise frequently prevents 
thorough coverage. We have been experimental, keeping an eye on how to make the media of 
fee more receptive and henge, mrexe effective. The key idea while working in the community 

as been to be inclusive and participatory.-Even while.'amateur' team members performed a street play, it 


was al iscugsion wi 
ways followed by a discugsion with the audience. It was for this reason that we shifted our focus to 


community level health exhibi : mega, cit! ee 
pea pe rather ee mega, a level exhibitions in the Reproductive Health 
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High like the kites in the sky 


The spirit of the team flew as high as the kites in the community. This uni 
attention that it gathered among the people and in the media. It was Utt 
colourful kites, locally made by the people of the slums formed the base (literally) for health messages of the 4 themes of 
intervention. Kites hung at strategic places in the community- schools, shops, vendors, nearby petrol pumps, health 
centres etc. With people flocking around to read the simple, lucid messages printed on these 'UFO S\, shopkeepers offered 
us display space! “Let us be part of this innovative approach”, they said. 


que idea was a huge success, going by all the 
arayan time, the famous festival of kites. Big, 


Subsequently, this became a regular feature in the program. 


Using local talent: community theatre 


Till now, Sanchetana's health team members have themselves performed street plays, 
besides conceiving and scripting them. However, we happened to find a local theatre group, 
which has been addressing development issues. This being a very effective medium for 
change and extremely popular among the people, the team could concentrate on other 
aspects of managing the show, rather than rehearse for it. 


The team used street theatre to address diarrheal diseases in the community. Relevant 
messages were woven into the story line with an element of humour. Songs and dance added 
spice to the otherwise dry, educative messages. Nearly 6150 community members, old and 
young, men and women, gathered to see the hilarious yet powerful show repeated 64 times in 
our areas. Immediate feedback from the audience helped the theatre group to modify the 
play. Thus, learning while performing was an ongoing process to fine tune the tool. 


The three magic letters of '(ORS' have become catch-words, very popular among the people. At 
the health centres, they now ask for it by name, not "yowder”. The health personnel report an 
increase in demand for ORS packets. In some cases, children have forced their parents to 
buy and use dippers for the water pot. Vendors have started to cover their eatables. 
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lebrating ORS week 
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Advantage Vitamin A 


The team made use of institutionalized days to drive home some 
hard-hitting messages. The ORS week was celebrated as a 
campaign to let people know of the ‘wonder powder’, its usage, 
affordability and effect. Live demonstrations were made to show the 
correct preparation of the solution. They saw and drank, to believe. 
The team encouraged people to ask for the free ORS at the health 
centres as against commercial packs. “It's not just a drink, it's a life 
saving fluid. Remember the proportions to make it at home!” the 
team concluded in chorus. 


Getting rid of those worms 


Intestinal worms have been a common cause of concern among 
mothers in all the communities where we work. It has been a major 
contributor to malnutrition. A street play was developed along with 
the children of the community to raise awareness regarding the 
need to deworm children every six months. The nearby health 
centre provides these single dose tablets free of cost. Last year, the 
team distributed 2197 free tablets of Albendazole to children above 
two years, who complained of the symptoms. This helped to initiate 
the habit to get treated for a disease that many claimed "will go away 
with time, maybe”. This year, we charged Rs. 3/- for the tablet from 
adults, cheaper than the real cost of the drug and distributed it free 
in the nearby school. Health education sessions aided by posters 
and well-designed pamphlets communicated the different types of 
worms, Symptoms and howit hinders healthy growth of a child. 


Similar to the deworming campaign, 
months. They educated the mothers about the adva 


the Child Survival team organized vitamin A Campaigns every 6 
ntages of the vitamin and gave all recipients a slip to 


ensure that the next dose is given only after a period of six months. 


Like a puppet on a string 


To address issues of nutrition and immunization, a total of 33 puppet 
shows were held by the team, besides being made and scripted by 
them as well. It drew close to 1500 people. The show talked of the 
importance of ante-natal care, safe delivery, immediate breast 
feeding after child birth, colostrum, and timely introduction of 
complementary food. 


Video shows 
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To counter the common misunderstanding and 
wrong beliefs related to the digestive system 
and the female reproductive system (“the 
uterus and the stomach are connected", “my 
Copper T travelled from the uterus to the 
stomach and into the lungs”), a CD show was 
organized in various lanes of the slums. 
Women were shown the anatomy and 
explained how the two systems were not 
‘directly connected’. This helped pregnant 
mother to eat comfortably or appropriately, 
‘without the fear of suffocating the baby due to 
overeating’! We hope it would help to reduce 
low birth weight babies. In many galis, both 
mothers and daughters saw the show together. 
They are now demanding Adolescent 
Programs in areas where it does not exist. 
After all, today's girls are tomorrow's mothers. 


Writings on the wall 


A set of 8 posters have been printed by the 3 

partners of the program about child health. 

a These have been displayed strategically at the 

% OPD of health facilities, in CHT homes, by local 

“< yendors and at private dispensaries in the 
neighborhood. 
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We have also received repeated requests for 
an exclusive show for men. 
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Slide snows 


The team celebrated Breast Feeding Week, targeting mothers and mothers in 
law. This got extended to a month long activity, by popular demand. Breast 
feeding being an integral part of nutrition and a healthy start for children, the 
campaign contained a slide show about breast feeding techniques, reasons for 
lactation failure (a commonly found problem after the carnage of 2002), exercise 
during pregnancy and dietary requirements to help lactation. We still get 
reports of happy mothers, especially young adolescent mothers who “had no 
one to ask” or hesitated to approach anyone for help “for such a trivial thing”. 
Happy mothers, happy babies. 


Warming the belly — 


The KPC results indicated that there was inefficient growth monitoring and irregular assessment of child 
growth in the slum areas. Hearth (a nutritional rehabilitation program) was used as a visible entry point 
and generated good will in the community after the riots. It "jump started” the mobilization of the 
community. It was generated to enable mothers of malnourished children to come together to cook and 
learn nutrition messages. Direct observation of families with well-nourished children in the slums was 
done to identify good feeding practices, good caring practices and good health seeking practices. These 
were shared among caregivers of malnourished children during the hearth sessions. CHT members 
volunteered to prepare the food and arrange the hearth setup (venue, utensils, stove etc). 


Groups of 5 to 10 malnourished children, previously identified by the team attended a two- week session 
with their caregivers, contributing food, cooking, feeding and cleaning up after each feeding 
demonstration. Over the life of the project, 8 hearth sessions across 4 slums has been implemented. There 
have been requests for repeat sessions by mothers. Many women started to raise queries about the cause 
of underweight children- calcium deficiency, iron-folic deficiency etc. Many participants had been uplifted 
from severe malnourished state to the normal or mild state. Thus, it has been perceived as a very 


ene activity where many inactive, lethargic and irritated children recovered to become active and 
appy. 


The sessions have provided a melting point for both the Hindu and Muslim communities where mothers 


wanted to better the health of their children. Their cause of concern was strong enough to look beyond 
religion- even during the very sensitive post riot period. 


Despite its successful implementation and a good demonstrational com 
aie temporal process. The team felt it was effective largely due to 
household level that happened after the ‘Hearth activity' was over 


ponent, Hearth remains an energy 
the close follow-up mechanism at 
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Lok Bhagidari aur Swasthya: realizing a health charter 


At the culmination of the program, on the 2" of October, Sanchetana released a 
small booklet by this name. "Lok Bagidari “ meaning partnership with people, is 
symbolic of the association and struggle that we undertook with the people and for 
building bridges towards better health. The booklet contains information about 
health programs, health facilities and medical facilities that are made available for 
the poor by the Municipal Corporation. It gives details of entitlements, timings, 
addresses and telephone numbers (even mobile numbers!) along with names of 
persons incharge at each facility. On the insistence of the Medical Officer, Health, 
AMG, the compilation also has the contact details of the malaria department. With 
this, it is hoped that increased access to the appropriate facility and a degree of 
accountability takes place. It would help both the preventive and the curative 
health aspects. On the other hand, the booklet also contains names and addresses 
of 100 Community Health Team members, our local women leaders present in 13 
big slum clusters. This would help the public health facilities to reach out and 
organize the poor in a quick, efficient manner. The CHT members are eager to help 
and from what we hear the doctors say, “they make it a lot easier for us. They have 
gali wise information and keep trace of their neighborhood. They are a boon to us". 
Thus, it is a two-way reference book for AMC to garner community support and for 
the community to achieve their rights. 


Simply put, it is a powerful tool to empower the poor. 


That extra bit 


Apart from activities envisages in the DIP, there were many occasions where the 
community was exposed to other events, sometimes organized by other programs 


of Sanchetana. 
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Health Charter 


Representatives of Community Based Organizations and women volunteers of Community Health Teams 
presented a Slum Dweller's Charter of Health to the Municipal Corporation to demand the right to quality 
health and medical care. Poor residents from across 17 slum pockets of the city came together to identify 
and evolve the charter after several meetings. The charter urges the government to be more responsive to 
the poor. It says that the provision of adequate, safe drinking water, regular maintenance of public 
lavatories and garbage disposal were pressing needs to prevent a host of communicable and non- 
communicable diseases in the slum. It states,” ...We are worried and concerned about the growing malaise 
of various diseases that are life threatening to the community, particularly to infants.” 


Accompanied by members of our health team, the slum leaders presented their demands to the Mayor, 
Deputy Mayor, Chairman - Hospital Committee and Medical Officer-Health in their respective offices on 
World Health Day. This has been a step forward to organise the poor for collective action, as stated in the 
mission of Sanchetana. “Steps like this strengthen the struggle to establish a just social order where the 
oppressed themselves collectively stand to demand what they have been denied”, said the Director of the 
organization with a sense of accomplishment. 


Comprehensive Approach 


This approach of integrating interventions 
provided a broader perspective of various 
developmental issues to the community as 
well as of our works and efforts. On our 
part, it helped to build rapport with the 
people and added credibility as people of 


newer intervention areas met ‘our old communities'. This was especially true during the twenty years 
celebration of Sanchetana held at Kankaria. Called'Aao Jashna Manaye', women were surprised to see the 
teeming crowds. Similarly, during International Women's Day, World Health Day, celebrating the 
Adolescent Program, Felicitating good students, Human Rights Day, Diwali Iftaar eeleprations and many 
more events, it has brought home the message that they are bound together by their common concerns of 


poverty rather than by their differences of religion, caste, occupati ] 
Lopate } ; pation, region and eve é 
equality and dignity is truly above all this. 5 ge he orieeeae 
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Agents of Change 


There are 3 primary agents of change who have 
helped to bring about an improvement in child 
health in the target areas- the Community Health 
Team members of the communities, the AMC 
health team - the service providers and our 
Sanchetana team, the local NGO partner. This 
section talks a little about the 3 teams and the 
extra-ordinary individuals who comprised these 
teams. It is like a jigsaw fit- the project would not 
have met the high levels of realization without the 
presence of each agent of change. Together, they 
formed a ‘winning combo ' of grit, commitment and 


synergy. 


The Community Health Teams 


“T cannot believe I am actually being felicitated for 
the work I doin the basti. We do it for ourselves, you 
know. I feel overwhelmed by the honour I am given 
today. This is only the beginning.” One of the 120 
CHT members who were felicitated along with the 
doctors during ‘Lok Bhagidari Aur Swasthya’ 
celebrations, October 2", 2004, (Gandhi Jayanti Day) 
at the end of the project tenure. It was Organized by 
Sanchetana to celebrate the successful partnership 


oS aeemeerte and to work to achieve the goals of the child survival program. The CHTs along with the 
Sree Oe of the health teams were responsible for dissemination of BCC messages in 
ee a ogether, t ey have made tremendous progress in mobilizing and raising awareness in not 

our health interventions, but also in the general hygiene level of the area and in accessing basic 


services from the local authorities. 


Of the areas where Sanchetana 
operates, there are presently 120 active CHT memb 
. . : 
slum pockets and covering a population of nearly 50,000 people. a 


Who are they? 


As part of the program design, CHTs were formed within each ward. These -dri 

host communities. Fach of these teams comprise of 10 to 20 CHT fe dea cea i a are cas ee a 
Muslim communities. Rather than working independently, the CHTs work within a structured group- su ame aid 
sustainable. It has been an experiment for the Child Survival Program to add a new cadre of frontliners . R 
link between the community and the health system. Through their work and commitment they have helpe 
and expand this interface. 


a missing 
d enhance 


: te CHT members are mostly young mothers, are highly motivated, energetic and enthusiastic about their role in the 
B 4) = a community. They have gained respect and recognition because of their new-found roles and from the collective strength 

\ £ of being part of a team. With improvements in their neighborhoods, they have gained a sense of efficacy that they did not 
: - a have prior to being trained. They all seem eager to learn and give more due to the intangible rewards they receive in 
Wes terms of knowledge and recognition. 


CHT members were initially identified from the community by the health team on the basis of their eagerness to learn and help others and for 
demonstrating leadership qualities. Literate and neo-literate women were encouraged to join, so that they could help with record-keeping as they keep a 
watch of their lanes and neighborhoods. They are nodal persons for any information that the caregiver would need. All CHT members have been trained 
in all intervention diseases through an interesting process of role play, games and visual aides. 


To celebrate the outstanding support that the program received from the community and the health facilities, CHT member and the doctors of the 
municipal hospitals were felicitated recently. This has helped them get recognition in their own homes as well, as Prabhaben received a bouquet from 
her brother in law who apparently said, “ We too want to recognize the good work you do for society”. Some earlier CHT members who are not active now 
felt a renewed sense of purpose. ” We would have been up there on stage if we had continued our work”, a middle aged mother said. One of the doctors 
from the Infectious Diseases Hospital said, “They are doing what we should be doing. I do not have enough words to express my appreciation. It is 
fascinating.....some CHT members come directly to me, to understand symptoms. This encourages us to reach out to more people also”. 


However, it has not always been easy for these women leaders. In the beginning, they have had their share of being ostracized and laughed upon. Their 
neighbours and relatives were suspicious of them. “You actually do all this for free!”, " You are going for another training? What use is all this”, ee ee 
heard in their initial days. But now they have the collective strength to stand up for themselves. One of our most active CHT members of Bava am avi A 
formed her own adolescent group (of 13 girls) to improve the outreach of the health messages. A process of percolation is definitely Sys rightare 
Talking of initiative, they probably do not need us for that now. They need us only to support and back them in their struggle. They want to wide 


scope of work, dealing with many other issues and going beyond health. 2000-04 
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Role of the CHTs 


Information dissemination on child health issues 
and to reinforce the BCC messages. 


Help to access basic facilities in their respective 
areas 
Mobilize communities 


Provide feedback on the effectiveness of an 
intervention and identify new needs 


Role of Community Health Team Members 


AMC Health staff 


To raise awareness about 
quality of medical-care 
from Health facility and 
accompany caregivers to 
the facility 


Group Meetings 
on Health 

issues with 
caregivers 


Organizing 
hearth sessions 


Make available + 
use correctly 
Iron, ORS, 
contraceptives 
(OCP, Condom) 


Maintain a 
community 
diary 


Weighing 
Children below 3 
years + educate 
mother in better 
feeding + caring 
practices 


Mobilize 
Community for 


outreach activities 


Home visits for 
Health Education 


with care givers 


Feeding Immediate 
Practices Reminder for treatment during 
Immunization illness 


We must admit we have been pleasantly 
surprised by the motivation and keenness that 
the municipal health personnel have displayed, 
during the life of the program. Backed by a 
Memorandum of Understanding that was signed 
between Counterpart and AMC, the MOH made 
sure that the concern officials were forthcoming 
and helpful. They have even provided a room to 
the program team in the health facility as a 
convenient base for the team. Their health team 
has participated in the training, many having 
been held jointly by the 3 partners. The service 
providers have participated in some of the 
program activities to form a stronger link with 
the people of the basti and to lend importance to 
the occasion. To find the OPD doctor amidst them 
has given the people a great sense of 
empowerment and joy. For the doctor's too, it has 
been a first time experience. The MOH, AMC has 
complemented the program by saying that, 
“People had lost faith in AMC. This program has 


helped to rebuild trust between the community 
and health service nrovidare” 


Zarinaben, Lady Health Visitor at the Behrampura 
Referral, saw our work in the partnership, in a new light 
and with broader meaning. She said “Child health and 
family planning are so interrelated. The Sanchetana team 
helps us do our duties better as they have a well-rounded 
exposure also into reproductive health issues. They 
counsel women on many communicable diseases and 
make our job easier”. She admits the team has helped to 
reach uncovered areas for vaccination. Ramilaben, the 
vaccinator, was also very encouraging about our work. She 
said that with the help of the child survival team, she had 
to spend less time on counseling or urging parents for 
registration of births and deaths. 


What more could be done to make the present program 
more meaningful? Dr. Manjula, RCH incharge was of the 
opinion that to further the program impact of child 
survival, neo-natal care must be given greater 
importance. “Home deliveries have to be stopped 
completely. Ante-natal care needs to be seen as a 
priority”. Dr. Solanki, Medical Officer, and Dr. Jhala, 
Superintendent- ID hospital, both said the team had done 
a “phenomenal job in popularizing ORS. This way, 
treatment begins at home and they don't reach us in sucha 
critical situation. We strongly recommend the project to 
continue and spread to other areas”. Thus, the health 
service providers have many things to share about the 
alliance- this is only the beginning of a long fruitful 


partnership. 


Our team 


The Sanchetana Child Survival team has been a fairly small, compact and consistent team. 
The team coordinator is followed by a community organizer who overlooks the field 
operations of the community health animators. Each community health animator looks 
after 2 slum pockets, covering an approximate population of 2000 households. Together, 


they formed a strong, dedicated group. 
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While documenting their experiences, we tried to find out what motivated them to work beyond “office 
hours", “visit each house, even in the scorching heat, “moving between health facilities, the 2 offices of 
Sanchetana and Counterpart and the community with such ease”. Preparing for campaigns and events like 
Hearth demanded a certain level of patience and perseverance. Making a partnership work is not an easy 
task, considering there were so many stakeholders involved. Ironing out the differences and winning each 
other's trust must have been difficult. And like an AMC doctor said, “We know exactly how effective the 
Sanchetana team has been in the field by the type of patients we receive. When home care is good, the 
number of patients drop. At the same type, more patients are accessing our facilities earlier, with referral 
chits. There is a marked difference”. To which our team responds, "We too know how our communities are 
dealt with at the health facility. Remember, we have been with the people for a long time." It is truly a self- 
regulatory tripartite system. 


What kept them going? 


On meeting the team, it was clear that there existed a cycle of motivation- each member being motivated by 
the other and in turn they getting motivated by the community. "To bring about change is difficult. But the 
community accepted our suggestions. That is thrilling. IknowI can help the growth of a child”, said Firoza, 
a CHA, who has been with us since the start of the project. 


Shruti, another CHA felt motivated by the volunteerism of the CHT members “who were stooped in poverty 
and deprivation themselves. Yet they come forward to help and improve their neighborhoods. Free of cost". 


\ 


Sandhya, the coordinator of the child survival 
program felt motivated by the sincerity and hard 
work of the team. The team displayed total 
cooperation to her leadership. “They understood 
my position. I was supported by the team leader 
on one end and the CHT members on the other. 
That is what made it work. But it was tough”, she 
said with emotions in her eyes. 


As is evident from the above, each of the agents has been an important catalyst in the process to create 
healthier, happier children. It did not just happen. Detailed planning, strategic interventions, powerful 


be: and a passion to work at the grassroots hands-on have been common threads in the change 
makers. 
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Future: organizing to empower 


To continue the work in other 


From Project Eo a Program: Coming a Full Circle 


Finally, a comment on the overall project design and some of the shortcomings. Here, we are being honest 
and critical while deriving useful learning that would enrich our future work across programs. The 
experience, despite these challenges has provided rich insights. The team never treated it like ‘a four year 
project'- it always had the spirit of a program. 


Child Survival- Did we address survival he 
It may seem ironic that we ourselves are questioning the very essence of the child survival program at the 
end of its tenure. Four intervention themes were selected following a short but grueling exercise of 
situation analysis. They pointed to the need for reinforcing systems and knowledge in Pneumonia, 
diarrhea, immunization and nutrition. At the time of the baseline assessment, were these serious issues 
that led to mortality in children? Also, did our intervention help to improve the situation by reducing death 
caused by them? There is no way to know for sure. Though indicators suggest an improvement in access to 
health services and prevention of disease too, the baseline did not include data on infant mortality. So, no 
basis for comparison of the health status is possible. We suggest a more thorough situation analysis at the 
beginning of the tenure, identifying direct causes of death, to make a more effective impact. 


The selection of the 4 intervention themes may also be criticised as neonatal deaths, the biggest 
contributor to child mortality, are caused by different reasons and these do not form components of the 
“Jeevan Daan” program. Direct causes of death in infants would include Acute Respiratory Infections, 
home delivery, injury during delivery etc. Also, the program looked at malnutrition from a ‘dietary intake’ 
point of view. It did not address other causes of the problem. Since our team was trained in communicable 
disease, their perception allowed them to tackle the issue in a more holistic way, suggesting the treatment 
of round worms in children and good antenatal care of the mother to prevent poor nutrition in newborns. 


However, many deep-rooted cultural beliefs about immunization and malnutrition have not been 
countered adequately. 


Local knowledge helped in slum selection 


In a city where 40% population resides in slums, the project guidelines provided no clear indication of how 
to select the target area. Amidst the abundance of slums, and each slum so diverse from the another in 
socio-economic status, it was not easy to narrow down on the 'most needy’ target area. Since we have been 
working in slums of the city for the past 20 years in the poorer wards of Behrampura, Dani Limda and 
Raikhad, Sanchetana helped in the selection of the slums where Jeevan Daan was then successfully 
implemented with people's participation and support. We suggested slums with mixed communities of 
Hindus and Muslims, so that an additional agenda of communal harmony, co-existence and human 

4 bonding could also take place. As we saw in the post riots scenario, Hindu community leaders (CHT 
members) took care of Muslim children and vice-versa. Because loving a child is above religion. 


Straight jacketed approach, high DIP dependency 


There seems to have been a high degree of dependence on the detailed implementation plan 
document. Because every activity of the implementation was planned to the last detail especially 
the design and implementation of the BCC, and schedules were strictly adhered to, the team felt a 
sense of curtailed creativity- “with blinds on” where they tended not to look beyond the 
preconceived plan. The presence of the DIP document, despite its many advantages, restricted the 
teams imagination and response. This made the program Straight-jacketed and very 
compartmentalized. 


Lateral program- detailed but compartmentalized and skewed 


With only 4 interventions in the program, there were many other needs of the community that the 
team felt remained unanswered, but for the Reproductive Health Program in common areas of 
operation. Since our approach in the community has been from a community health perspective, 
our teams have supplemented some components to make the program more holistic like mother's 
nutritional requirements for healthier babies, awareness about contraception and child spacing, 
contraception and breast feeding etc. Overall, the program was lateral, encouraging detailed 
planning for each component, but narrow in its approach. Community needs demand a broader 
approach, comprehensive and inclusive of all aspects. 


At times, the efforts of the program team looked a bit skewed, with energy and time 
devoted unequally to say immunization, at the cost of maybe neglecting 
pnuemonia case management. Similarly, as popularizing ORS was given priority, 
diarrheal case management at the facility took a back seat. 


Capacity building- not a serious 
concern 


When Sanchetana first considered the joint 
venture with Counterpart, the biggest attraction 
for the partnership was the possibility for 
capacity building of the organization. As is 
mentioned in the DIP document, we wanted to 
strengthen our team's data management skills 
and for us to be able to develop health 
information for better monitoring and 
evaluation. Since a lot of data gets collected by 
the team through routine health monitoring and 
also specific research in the field, this still 
remains an area that has been unfulfilled. 
Though health training on intervention topics 
has been intensive and involved all 3 partners, 
this one specific need remains to be realized. 
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Future: organizing to empower 


' There are many lessons that we have learnt from our alliance with our 2 partners. We hope to put our 


experience to good use, even after the end of the tenure. 


To continue the work in other slums 


As part of the Reproductive and Child Health Program, we would like to continue our focus on children. The 
child survival team will remain an important resource as will the field level knowledge and ‘pulse of the 
people’. Encouraged by the AMC health team to spread ourselves to more slum pockets, we would like to 
aid the government's efforts towards positive behaviour change in a sustainable manner, especially for the 
poor. We have been able to create a critical mass of volunteers in each slum for community-wide behaviour 
change...... powerful agents of change. 


Working linkage with AMC 


One of the most important consequences of this health development partnership has been our working 
proximity to the service providers, that is the AMC health team. We understood their perception and ‘felt 
their problems' while we struggled for bettering services. At times, we pressurized them to work a certain 
way while on other occasions it was the people of the slums themselves who acted as watchdogs for their 
health rights. This rapport that we built, particularly with the staff of the referral hospitals within our target 
wards, has helped us also to get amore responsive system for our Reproductive Health Program. 


ree Nee PA oi beyel retlearaicacae Ree | 
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The experience of participating in the preparation of the detailed 
implementation plan showed us the importance of micro planning. The 
entire 4 year tenure was chalked out with activities at the field and 
organizational levels. Weekly, monthly reports, Technical Committee 
meetings, training, surveys for the entire tenure had been planned in 
advance. This helped to put systems in place, leaving little to ‘human error". 
However, the life of the project did see an earthquake, a political carnage 
and even floods. Since the teams had every BCC activity planned out in 
advance, we were able to accomplish and execute almost all that was 
planned. 


The child survival project encouraged us to involve the health provider as 
part of our on-going Reproductive Health Program too where maternal death 
can be reduced substantially by a multi-pronged approach. 


CHTs for bigger roles 


As had been stated earlier in the report, the Community Health Teams have envisaged a bigger role for themselves and 
our health program will continue to work with these powerful community leaders. We plan to be in constant touch with 
them and train them to respond to various issues, including reproductive health, sex education, gender issues, life skills 
etc. They would act as our frontliners, along with our community health workers. 


Many of the CHT members have already taken up jobs with the 
municipal corporation as Link Workers and part of the 


government sponsored RCH II program. 
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Demand for Adolescent Health Program | ae 


In most of the areas where the Child Survival program was implemented, the community has demanded for i 
a separate adolescent health program, to cater to the special needs of 'young people’. By seeing the benefits <a 
of the children's program and by their increased exposure, the people of the slums realize the difference ae 
that an age specific program could have. - fe 
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